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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaint 

IN00110356.

Complaint IN00110356-Substantiated.  No 

deficiencies related to the allegations were cited.

This visit was in conjunction with a PSR (Post 

Survey Revisit) to the PSR completed on 

04/26/12 to the Recertification and State 

Licensure Survey completed on 02/22/12.

This visit was in conjunction with a PSR to the 

PSR completed on 04/26/12 to Complaint 

IN00104470 completed on 02/29/12.

This visit was in conjunction with the PSR to the 

PSR completed on 04/26/12 to the Investigation 

of Complaint IN00104877 completed on 03/09/12.

This visit was in conjunction with PSR to the 

Investigation of Complaints IN00105519 and 

IN00106360 completed on 04/26/12.

Survey dates: June 25, 26, and 27, 2012

Facility number:     010739

Provider number:   155764

AIM number:           N/A

Survey Team:

Regina Sanders, RN, TC 

Kelly Sizemore, RN (June 25 and 26, 2012)

Marcia Mital, RN

Sheila Sizemore, RN (June 25 and 27, 2012)

Census bed type:

SNF:           25
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F 000 Continued From page 1 F 000

Residential:  71

Total:          96

Census Payor type:

Medicare:    17

Other:          79

Total:           96

Sample:   6

Spring Mill Health Campus was found to be in 

compliance with 42 CFR Part 483, Subpart B and 

410 IAC 16.2 in regard to the Investigation of 

Complaint IN00110356.

Quality review 6/29/12 by Suzanne Williams, RN
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